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A 78-year-old woman was admitted to our department because of the incidental finding during routine abdominal
ultrasound examination of a large aneurysm of the superior mesenteric artery. Presence of the aneurysm was confirmed
at computed tomography and digital subtraction angiography, but its inflammatory origin was not recognized. No other
aneurysm localization was found. Macroscopic intraoperative findings suggested the inflammatory nature of the lesion,
but only histopathologic examination was diagnostic. Aneurismorraphy with prosthetic in-line reconstruction was
performed. This report presents the previously undescribed possibility of an isolated inflammatory aneurysm of the
superior mesenteric artery. (J Vasc Surg 2004;39:903-5.)Visceral artery aneurysms are unusual but important No history of abdominal trauma was present. Physical examination
vascular lesions, with an incidence of 0.1% to 2% and high
reported rates of rupture and death.1,2 Superior mesenteric
artery (SMA) aneurysms account for 5.5% of all visceral
aneurysms, with the SMA the third most common site of
aneurysm degeneration, after the splenic and hepatic arter-
ies.3 Infection, atherosclerosis, cystic medial dysplasia, col-
lagen vascular disorders, trauma, and arterial dissection
were described as main causes of SMA aneurysms4; how-
ever, we are not aware of previous reports describing the
so-called inflammatory cause of SMA aneurysms.
We report the case of a large, asymptomatic, isolated
inflammatory SMA aneurysm that was successfully treated
with surgical reconstruction.
CASE REPORT
A 78-year-old woman was admitted to our department be-
cause of the incidental finding during abdominal ultrasound ex-
amination of a large SMA aneurysm.
The patient had been a heavy smoker (20 cigarettes per day)
from age 25 years to age 65 years. Her medical history was notable for
arterial hypertension and non-insulin-dependent diabetes mellitus.
Nearly 3 months before admittance to our department she had
been admitted to another hospital because of the sudden appear-
ance of dizziness. Among several instrumental tests, she had un-
dergone abdominal sonography, which demonstrated the presence
of a 4.5-cm SMA aneurysm with a large amount of mural throm-
bus. The diameters of the abdominal aorta and the iliac arteries were
normal. The patient was referred to our vascular surgery service.
The patient had no symptoms of chronic mesenteric ischemia
and abdominal pain, and denied any family history of aneurysm.
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doi:10.1016/j.jvs.2003.11.034revealed the presence of a palpable nontender pulsatile epigastric
mass; no other signs of occlusive or aneurysmal arterial disease were
present. Laboratory tests were unremarkable except for a slightly
elevated erythrocyte sedimentation rate (21 mm/h), high (12%)
2 globuline concentration, and mutation of C677T polymor-
phism of the methylene-tetrahydrofolate reductase gene; plasma
homocysteine concentration was normal.5
Computed tomography (CT) and digital subtraction angiogra-
phy with selective catheterization of the SMA were performed (Fig
1,A and B), and confirmed the presence of a 5-cm SMA aneurysm.
The aneurysm was 1 cm distal to the origin of the SMA, and was 9 cm
long, involving at least two patent jejunoileal branches, and ended at
the origin of the ileocolic artery. A large amount of mural thrombus
was noted, with a true lumen of 2 cm. No sign of SMA wall thickening
or hyperdense perianeurysm fibrosis was found at CT. The celiac
artery demonstrated no signs of occlusive or aneurysmal disease, and
the abdominal aorta and iliac arteries were normal.
Elective repair of the SMA aneurysm was performed. Through a
midline incision the small bowel mesentery was incised, and the
aneurysm was isolated. The proximal dissection extended to the aorta,
and the distal dissection to the ileocolic artery. A short proximal and
distal neck was present. Collateral branches were carefully dissected
and isolated. The aneurysm sac had a white and glistening surface, but
there was no sign of adherence to surrounding tissues (Fig 2,A). After
clamping of the proximal and distal neck, the aneurysm sac was
opened, and limited posterior dissection of mural thrombus was
detected. Two Pruitt-Inahara shunts were applied from the proximal
neck to the main jejunoileal branch and the ileocolic artery to maintain
blood supply during SMA clamping (Fig 2, B). Standard aneurysmor-
rhaphy was performed, with direct in-line reconstruction with an
8-mm expanded polytetrafluoroethylene graft, with proximal and
distal inclusion of the collateral branches (Fig 2, C).
Microscopically, the wall of the aneurysmic artery consisted of
diffuse atherosclerotic plaque, with mural thrombosis in continuity
with dense connective tissue that entrapped small nerves and
vascular structures (Fig 3). Focal collections of chronic inflamma-
tory cells mimicking lymphoid follicles with germinal centers were903
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performed, with negative results. At histopathologic analysis, so-
called inflammatory aneurysm of the SMA was diagnosed.6
A sample of aneurysm wall was obtained, and bacterial and
fungus cultures for aerobic, anaerobic, and tuberculosis organisms
were performed. Results were negative for infection.
The patient was discharged on the 12th postoperative day. At
6-month follow-up she was alive and well, without bowel distur-
bance. Duplex ultrasound scans demonstrated normal patency of
the graft, without signs of stenosis.
DISCUSSION
The SMA is the third most common site of visceral
aneurysm.7 Infection has been described as the main cause
of SMA aneurysms, with Streptococcus the most commonly
involved bacteria.1 However, in more recent series4 most
SMA aneurysms were of unknown cause, and atherosclero-
sis, the most common pathologic finding in these patients,
was believed to be a secondary event. Collagen vascular
disorders, polyarteritis nodosa, systemic lupus erythemato-
sus, Behc¸et syndrome, cystic medial necrosis, neurofibro-
matosis, trauma, and arterial dissection have all been noted
in association with these aneurysms.8 To our knowledge,
no case has been reported in the literature of pathologic
changes in the SMA wall typical of inflammatory aneu-
rysms, either isolated or associated with an inflammatory
abdominal aortic aneurysm. In examining data concerning
inflammatory involvement of the remaining visceral arter-
ies, we found only one reported case of a symptomatic
isolated inflammatory aneurysm of the splenic artery9. In
this case, however, the diagnosis was suspected after abdomi-
nal CT, and pathologic examination confirmed the diagnosis.
In our case, diagnosis of inflammatory aneurysm was
possible only with pathologic examination. Our patient had
no abdominal pain, which is the most common symptom in
patients with inflammatory abdominal aortic aneurysm.10
In addition, CT scans did not show the typical features of
inflammatory aneurysms, that is, arterial wall thickening
and a surrounding hyperdense region with adherence to
perianeurysm tissues.
Fig 3. The wall of the mesenteric aneurysm consisted of a thick
fibrotic-flogistic tissue overlaid with complex atherosclerotic
plaque and mural thrombus (hemotoxylin-eosin 50).Erythrocyte sedimentation rate has been found to be
significantly higher in patients with inflammatory abdomi-
nal aortic aneurysms,11 and in our patient a limited increase
in erythrocyte sedimentation rate was present; however, this
increase was lower than the reported median value in patients
with inflammatory abdominal aortic aneurysms (39 mm/
h),11 and in our opinion it was too slight to be significant.
Macroscopic intraoperative findings suggested an inflam-
matory cause. The aneurysm surface was white and glistening;
however, there was no sign of adherence to surrounding
tissues or of wall thickening. The microscopic appearance was
reminiscent of inflammatory abdominal aortic aneurysm, in
which lymphoid aggregates indicate an immunologic hu-
moral response to unknown local antigens. In the reported
case from Billeter et al9 the histologic features were similar,
with pronounced adventitial fibrosis, lymphoplasmocytic in-
filtration, and lymphoid follicles with germinal centers.
This report presents the inflammatory changes involv-
ing the SMA, detectable only at pathologic examination. In
our opinion, this case underlines the importance of histo-
logic analysis, not only to exclude the inflammatory origin
of an SMA aneurysm, but, most important, to exclude the
presence of systemic disease or infection, which can be the
main cause of SMA aneurysm degeneration and can affect
postoperative management.
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